The fundamental conditions and resources for health are 
INTRODUCTION
The prevailing emphasis in health education interventions is on understanding and changing factors that affect life-style choices and individual health behaviors related to health status. Although such approaches to changing individual behavior are appropriate for addressing some health problems, they often ignore the association between increased morbidity and mortality and social, structural, and physical factors in the environment such as inadequate housing, poor sanitation, unemployment, exposure to toxic chemicals, occupational stress, minority status, poor education, 2-111 powerless or lack of control or alienation,3,&dquo;-'~ and the lack of supportive interpersonal relationshipS.2,&dquo; A conceptual model of the stress process incorporates the relationships among these environmental factors, powerlessness (or conversely empowerment), social support, and mental and physical health status.' 2 Many of these risk factors are beyond the ability of any one individual to control or change. Exposure to water contaminated by hazardous waste is neither caused nor eliminated by a single individual but reflects social processes and inequalities. Toxic production and waste facilities have been found to be disproportionately located in poor and minority communities whose residents lack access to and influence over decision makers.&dquo; Also, access to nutritious and affordable food in low-income communities is not determined by the individuals residing within them, but by processes of production and distribution that reflect regional, national, and international corporate and governmental interests.
Health educators committed to improving health and well-being might want &dquo;to teach&dquo; individuals how to find alternative water or food supplies, but this approach has the danger of both blaming the victlm'9 and doing little to eliminate the source of the problem itself. Health educators particularly committed to meeting the needs of economically, culturally, or ethnically marginalized people need to work with them to obtain the basic prerequisites of health as defined by the Ottawa Charter for Health Promotion (presented above, 1). This requires that health educators not just develop programs aimed at individual behavior change, but also engage in collective action for social change .20,2 Application of the concept of empowerment within a framework of the stress process at the community level can provide health educators with useful guidelines for understanding the complex determinants of health, and can inform the design, conduct, and evaluation of community-based health education programs. 
Measures
In the fall of 1988, during the planning phase of the DAS, we were involved in a seminar series on empowerment, and were challenged by the lack of measurement instruments consistent with our multilevel conceptualization of community empowerment. Given the significant role of control at multiple levels as a conditioning variable in the stress process (as depicted in Fig. 1 ), and our commitment to conducting and evaluating community empowerment interventions, we considered it particularly important that such measurement tools be developed. Thus, we created a set of 12 questions designed to assess individual perceptions of control or influence at the three levels of analysis-individual, organizational, and community-for inclusion in the DAS survey. Our purpose was to develop indices measuring perceptions of control or influence at the three levels of analysis, to test the reliabilities of these indices, to develop a single scale including the three indices that could be used as a measure of the multilevel concept of empowerment, and to examine the correlates of perceptions of control by using other questions in the DAS survey.'3 In accordance with our conceptualization of community empowerment across all three levels, the intent of the items at the organizational and community levels was to assess both perceptions of individual influence within an organizational and community context and the perceived influence of the organization and community within a broader sphere.
Our 12 questions were asked following others that inquired about the participants' involvement in numerous organizations (e.g., national organizations, neighborhood organizations, churches). The respondents were asked to identify all the organizations to which they belonged and to select the one that was the most important to them. The questions measuring perceived control at the organizational level were asked with regard to that organization. Participants who were not members of any organizations were not asked these questions. A fourpoint response scale, ranging from 1 = disagree strongly to 4 = agree strongly, was used for all the items. The 12 items measuring perceptions of control are presented in Table 1 .
Results
Based on the results of a factor analysis, three subscales were created by summing the constituent items. Internal reliabilities of each of these indices and the overall community empowerment scale (all 12 items) were calculated using Cronbach's alpha as a measure of the average interitem correlation. The three The results of such a discussion could be used to guide the selection of specific action strategies aimed at enhancing community empowerment involving all three units of practice.
The measurement instrument could also be used in a survey to gather baseline data on perceptions of influence and control within a community or communities. Here again, the results of the aggregated survey data could be used to assess the extent to which perceived control exists as a resource or lack of control is present as a stressor that needs to be addressed. After the implementation of relevant interventions, a follow-up survey could be conducted to evaluate any changes in perceptions. Such a survey could also be used to investigate basic research questions longitudinally to further our understanding of the community empowerment concept, for example, What are the major correlates of community empowerment'? How do perceptions of control differ within subpopulations in a community? How do these change over time?
Limitations of the Instrument The scales described here provide a partial measure of empowerment, examining individual perceptions of control or influence at multiple levels. These perceptions were assessed by the use of a survey instrument with closed-ended items that are not able to capture the richness and complexity of the community empowerment concept. For Despite these limitations, as described earlier, the perceived control indices have potential use for health educators engaged in community empowerment interventions. It is important to acknowledge that many of these limitations apply to all closed-ended survey instruments, and that the concomitant strengths of using such a data collection approach are applicable to these indices as well (e.g., generalizability, reliability). The indices presented here are considered to be an initial formulation for assessing the multiple levels of perceived control 
